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MEDICAL HISTORY
Patient Name____________________________________
Current Physician Name/Number: ___________________________________
(_____) _____-_______
Current Pharmacy Name/Number: ___________________________________
(_____) _____-_______
CURRENT/PAST MEDICATIONS

	Name
	Dose
	Frequency
	Started
	Ended
	Physician
	Purpose

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	


SURGICAL PROCEDURES

	

Date
	Procedure
	Physician
	Hospital
	Notes

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


MAJOR ILLNESSES

	Illness
	Start
	End
	Physician
	Treatment Notes

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


VACCINATIONS
	Name
	Date
	Name
	Date

	Influenza
	
	Meningitis
	

	Polio
	
	Tetanus
	

	Yellow Fever
	
	Zostavax
	

	Other
	
	Other
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